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Herpetic inflammations of the eighth nerve ganglia is indicated 
by symptoms referable to the vestibular and cochlear nerves; 
deafness, tinnitus aurium, nystagmus, nausea and vomiting, dis¬ 
turbances of equilibrium, the fully developed picture resembling 
a severe type of Meniere's disease. 

The neural symptoms may be very slight, often clearing up in a 
few days or weeks, or they may be quite severe, leaving permanent 
disturbances of function. 

In conclusion, emphasis is laid upon the fact that the clinical 
picture is by no means always limited to involvement of a single 
ganglion, and that multiple involvement of these ganglia is not 
infrequent, thus producing a great variety of clinical combinations 
which arc readily interpreted if the fundamental pathological 
conceptions are borne in mind. It is by the careful study and 
recording of these cases that we shall achieve a definite knowledge 
of the sensory distribution (zoster zones) of these small and obscure 
sensory ganglia. 

PILOUS CEREBRAL ADIPOSITY: A NEW SYNDROME.1 

By Walter Max Kraus, A.M., M.D., 

SENIOR PHYSICIAN FOURTH MEDICAL DIVISION, DELLEVUE IlOSPITAL, NEW YORK. 

Many instances of genital dystrophy associated with obesity 
have been described since Froelich2 first separated the syndrome 
from the general class of obesities, but we have not found any 
account of a class of cases complicated by an anomalous condition 
such as has been found in the following case. This condition is a 
marked increase of the body-hair, accompanied by a lack of the 
dry skin characteristic of the classical Froelicli syndrome. 

The case was in the service of Dr. Alexander Lambert in the 
medical wards of Bellevue Hospital, and it is through his kindness 
that I have been enabled to investigate it, and through his courtesy 
that I publish it. 

Case.—A white man, aged thirty-one years; watchman; father 
living, and is alcoholic. Mother died of nephritis following child¬ 
birth. One brother died in infancy of unknown cause. One sister 
living and well. Other family history negative. The patient has 
been married since 190G. His wife is of an enteroptotic constitution, 
and has asthma. She has had one miscarriage and four normally 
born children. Three of these have died in infancy, one at twenty 

1 Presented nt the meeting of the New York Neurological Society on November 
10. 1914. 

* Fall von Tumor der Hypophysis Cerebri ohne Akromcgalie, Wiener klin Rund- 
«eh.ni. 1901. 
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months, of meningitis; the cause of death of the others is not 
known. The living child is two years old and well. 

Habits. The patient took from five to seven glasses of beer a 
day up to the present illness (1910). Smokes one to three cigars 
a day. 

Infections. Of these the patient had measles, chicken-pox, diph¬ 
theria, and whooping cough. He has had some form of arthritis 
from the age of twenty-four years (190S) until one year ago (1913). 
The soles of the feet were sore. Later the tissues about the knees 
became red, swollen, hot, and painful. After several attacks there 
was some limitation of motion, but one year ago, after treatment 
at the Metropolitan Hospital, New York, the patient was cured. 
The joints are not at all affected now. Motion normal. Gonorrhea 
and syphilis denied. 

Eyes. Internal strabismus of the right eye since the age of three. 
Nose. Negative. 
Ears. At seven an attack of otitis media followed by otorrhea, 

duration not recalled. After an operation (piercing the ear drum?) 
the trouble stopped. Hears equally well in both cars at present. 

Throat. Ncgativ-. 
Castro-intestinal 'ract. Negative. 
Heart. Negative. 
Lungs. Negative. 
Lymphatic System. An attack of tonsillitis one year ago. 
Kidneys. Nycturia. Once a night for seven years. One year 

ago the patient was at Bellevue Hospital with nephritis, edema 
of feet, but none of the eyelids. lie says he was cured. 

Genitalia. Negative. 
Skeletal System. Negative. 
Joints. Negative. 
Skin. Negative. 
Occupation. This will be noted under the account of the present 

illness. 
Present Illness. Between the ages of three and four the patient 

fell from the fifth story of his residence to the ground. He says that 
the crown of his skull was fractured. He was unconscious for about 
fourteen hours. As a result of this accident he was sick for about 
six months. From that time until the age of thirteen the patient 
was entirely well. At thirteen lie began to have attacks of Jackson¬ 
ian epilepsy. These attacks began by a blurring of sight. Following 
this there were numbness and paralysis successively of the left leg, 
left side, and left arm, with finally a feeling of fulness in the tongue. 
The patient could not talk during the attacks, and after the attacks 
had a severe headache. Sometimes the left arm was seized by tonic 
spasm and was held out at right angles from the body. The patient 
in describing it says that “the devil himself couldn’t bring it down.” 

These attacks came three to six times a year, and were not of 
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sufficient severity as to cause the patient to either tell his parents 
or seek the aid of a physician. At twenty-five, a little over twelve 
years after the first attack, the attacks ceased and have not since 
recurred. 

In 1910, four years ago, at the age of twenty-seven years, the 
patient began to grow fatter. The following arc his weights at 
this time and afterward up to the present: 

Year. Weight (pounds). 

1010.150 
1911   ? 
1912    204 

1913  263 

1914 (present time).2S2 

At about the same time as this increase in adipose tissue began, 
the following symptoms appeared: (1) The patient’s hair began to 
increase over his trunk and extremities. (2) He felt sleepy and as 
time went on would fall asleep involuntarily in addition to sleeping 
a good deal voluntarily. This symptom became rather a serious 
matter, as the following incident shows. In 1910 while driving a 
large automobile beer-truck the patient fell asleep, allowing the 
truck to ran into a saloon. This accident deprived him of his 
chauffeur’s license. These narcoleptic attacks have continued since 
in addition to the hypersomnia. (3) The patient’s appetite for food 
and drink increased. His desire for carbohydrates increased while 
that for fats decreased. He liked meat a good deal. He says 
that he always liked sweet things, but more so since lie got sick. 
(4) He has had shortness of breath since he began to grow fatter. 
(5) He has sweated a good deal. 

Three and a half years ago the patient noticed that his penis 
was smaller, and that shortly afterward (three years ago) his 
sexual desire grew less, until now he has none at all. 

The patient says he smells, sees, tastes, and hears well. Xo 
headaches, vertigo, rhinorrhea, or fits. 

Physical Examination (June 13, 1914). A white man, 5 foot 31 
inches tall, very fat. He is up. 

Eyes. React to light and accommodation, no von Graefe, Moebius 
or Roscnbach signs or exophthalmos or nystagmus. Right pupil 
larger than left; internal strabismus on the right. Tonsils are 
large, nearly meeting at midline. Crypts deep. Heart is normal. 
Pulse regular, 9fi to the minute. 

The skin is thick. Patient is sweating profusely. The sweat 
has an offensive odor. Hair in abundance covers the entire chest 
and abdomen (see Figs. 1,2, 3, and 4). Legs and arms very hairy. 
Eczema about groins from sweating. 

Penis very small. Testes small. Epididymcs large. 
Voice somewhat higher pitched than one would expect. 
Nails. Lunula: very small and short. 
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Hands. Typical “spade hands.” 
Fatty Tisanes. Collar of fat about neck. Large jowls, supra¬ 

clavicular pads and mamma;. Belly huge and pendant Arms and 
legs huge with fat. (See Figs. 1, 2, 3, and 4.) 

A depressed area is felt on the front of the crown of the head, 
about 4 x 24 cm. in size. 

The patient is intelligent, very jolly and good natured. 
Ophthalmologic Status. Negative. Fields not reduced for form 

or color. Very slight blurring of nasal side of left disk. 
Roentgen-rav shows a normal sella turcica. 

Fio. l Fiu. 2 

HIihhI Examination. Red blood cells, 0,720,000; white blood 
cells, 10,800. Differential: polymorphonuclear neutrophiles, 50 
per cent.; eosinophiles, 3 per cent.; transitionals, 1 per cent.; 
large lymphocytes, 19 per cent.; small lymphocytes, 11 per cent; 
large mononuclears, 10 per cent; hemoglobin, 110 per cent. (Sahli). 

Blood flowed very freely and a bandage was needed after taking 
blood for a Wassermann. 

Urine. Albumin ranged from one to six grams per day during 
two weeks’ observation. Usually about three grams. No sugar. 
Many granular casts. Few white blood cells. 
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Carbohydrate Tolerance. 100, 150, 200, 300, 350, 400, niul 500 
grams of dextrose were all without effect in causing glycosuria. 
700 grams, which the writer saw injected, showed u trace only of 
sugar in the urine. 

Blood Pressure. Systolic, 170; diastolic, 120. 
Negative. 

Narcolepsy and hypersomnia were observed frequently, ns the 
patient spent the days in the yard of the hospital. 

In this case, increasing adiposity combined with genital retro¬ 
gression and absent sexual desire led to the provisional diagnosis 
of Froclich’s syndrome, adiposis genitalis. 

Fio. 3 Fio. 4 

I'nlta* in describing dystrophia adiposogcnitalis says: “Adijiosis 
genitalis may be considered a disease picture characterized by 
increase of fat in definite regions, as is found in eunuchs and eunuch¬ 
oids; furthermore, by inhibition of development or by atrophy 
of the interstitial glands and the genital apparatus, accompanied 
by a corresponding inhibition of development or retrogression of the 
secondary sexual characteristics and the genitals; furthermore, 
when the disease occurs in youth, by inhibition of growth and 

* Die Erkrankuncen dcr Blutdnuvn, Berlin, 1013. 
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ossification; finally, by lowering of the level of metabolism, to 
which may be added polyuria as a symptom of stimulation, am! 
changes in the domain of the optic nerves, as a symptom of pressure. 
The etiology of this condition is a disturbance or absence of the 
normal functional activities of the glandular part of the hypophysis, 
caused by some disease-process in the hypophysis or its neighbor¬ 
hood.” 

Having defined the condition, we shall give a brief analysis of 
the symptoms found in this case. They may be separated into 
three groups: (1) hypophysial; (2) pressure; (3) unclassified. 

Hypophysial: (a) adiposity, {b) high carbohydrate tolerance, 
(c) hypersomnia, (<f) narcoleptic attacks, (c) genital atrophy. 

Pressure: (a) joviality, (6) Jacksonian attacks, (c) tachycardia, 
(d) tachypnea. 

Unclassified: (a) hypertrichosis, (6) bromidrosis, (c) blood changes. 
It is difficult to form any clear conception of the basic cause 

of the trouble in this case. A fall on the head at four years of age, 
followed at thirteen by mild Jacksonian epileptic nttacks, lasting 
thirteen years, leads one to believe that some neoplasm was present. 
Increasing accumulation of fat two years later points to an involve¬ 
ment of the glandular hypophysis, with the probability that in the 
interval the glandular part was gradually decreasing in power until 
its limit of safety was overstepped with ensuing appearance of the 
Froelich* syndrome, complicated by atypical changes in the skin 
and blood. The absence of any evidence of involvement of the 
cranial nerves or of symptoms of a cranial neoplasm made it im¬ 
possible to settle on any diagnosis other than hypopituitarism. 

General Discussion. This case, though deserving of notice 
due to its relative infrequency, is of special interest in view of its 
variation from the usual type. This variation together with a few 
of the classical symptoms will be briefly discussed. 

llypcridrosis. The typical skin picture of cerebral adiposity 
due to hypopituitarism is dryness and hypoidrosis. In the above 
case there was no hypoidrosis but marked hyperidrosis. 

Hypertrichosis. The usual condition of the hair in hypopit¬ 
uitarism is that of marked hypotrichosis. The female shows a 
diminution of hair; the male a female distribution of hair. This 
case therefore is quite anomalous. 

Cushing4 has reported a case (XLV) with hypertrichosis and dry 
skin. Therefore we have three of the four possible combinations: 
(1) the usual hypotrichosis and hypoidrosis; (2) Cushing’s case 
with hypertrichosis and hypoidrosis, and (3) the case here reported 
with hypertrichosis and hyperidrosis. We have still to find the 
fourth group, having hypotrichosis and hyperidrosis. 

The question of the growth and distribution of hair is but little 

* The Pituitary Body and its Disorders, 1912. 
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understood. The few tilings which are known are in the main re¬ 
lated to the glands of internal secretion.6 Hypertrichosis is found 
in hvpopinealism, hyperpituitarism (acromegaly and gigantism), 
hvpergenitalism, and in hyperfunction of the adrenal cortex. The 
pre-adolescent hypotrichosis disappears as puberty begins. None 
of these furnish a good basis for the hypertrichosis in this case. 
The patient was an adult, which serves to make hypopinealism im¬ 
probable. There were no ventricular symptoms, moreover, nor was 
the patient acromegalic. The genital functions were decreased rather 
than increased. There was no evidence of a lesion of the adrenal. 
This but serves to emphasize the difficulty in recognizing the sig¬ 
nificance of the hypertrichosis. We do not even know what causes 
the curious variations which we can see every day. We find men 
having a female type of hair on the chest and abdomen, scanty 
axillary hair, and yet linin' legs or arms, or both. We find men with 
hairy chests and abdomens and hairless legs or arms or both. We 
find men who look dirty after a daily shave and those who look 
clean before a bi-weekly shave. In women we find, frequently, 
an increase of hair on legs, arms, upper lips, or chins. The latter 
two are often, but not always, found after the menopause. There 
are also striking differences in the behavior of the growth and 
distribution of hair in men and women. The following facts suffice 
to emphasize this. Hypopituitarism causes the male to assume 
the female type of distribution of hair. The female never assumes 
the male type. Hyperpituitarism causes the male to become more 
masculine as to the distribution of hair. In hyperplastic tumors of 
the adrenal cortex, the male becomes more masculine in type of hair 
distribution, the female assumes the male type. Thus it would seem 
that the pituitary and the adrenal cortex, at least, have a stimulating 
action upon the secondary sexual characteristics which arc the 
expression of masculinity. 

Several conditions have been made responsible for the female 
distribution and scantiness of hair in both sexes. Among these 
are status thymicolymphaticus, infantilism, Iymphatism, and 
eunuchoidism. But these are in all probability but primary condi¬ 
tions, causing changes in some gland or glands of internal secretion 
which arc in turn responsible for the condition of the hair. 

In fact we know practically nothing of the causes of changes in the 
hair either as to growth or distribution, and it seems unfortunate 
that a sign so easy of observation should be so little understood. 

Adiposity. It seems that the fat men and women are too readily 
dismissed as merely such. I have seen two cases showing obesity with 
normal hair of late. One, a very fat man, about thirty years, who 
weighed about 2S0 pounds. Before he was eighteen he weighed about 
150 pounds. Ilis brother also weighs about 2S0 pounds and also was 

* Biedl, A., Inncre Sckrctioii, Vienna, 11113. 
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normal in weight before twenty-one years. I saw some three weeks 
before this another fat man like the above. It was striking to note 
how much, on casual examination, these two seemed like the case 
here reported. Here are two instances of puberty obesity due probably 
to a family tendency, and probably due to insufficiency of the pars 
intermedia of the hypophysis, the interstitial glands, the thyroid, 
or to some more general metabolic insufficiency. Related to this 
last is the obesity which turns eventually into diabetes, as von 
Noorden5 has described it. 

In order to recognize the cause of obesity associated with dis- 
• reusing symptoms, we must learn to rcegonize not only the cause of 
fat in men and women, but must inquire carefully into their family 
history. It is interesting to note that Eppingcr and Hess,7 in their 
monograph on Vagotonia say that women who grow fat after 
pregnancy show some evidence of having had a previous condition, 
latent or active, of increased autonomic tonus. This is in the right 
direction, and though at the onset the hypotheses may be difficult 
of proof, some hypothesis is necessary as a basis of further investi¬ 
gation. 

The carbohydrate metabolism is seriously impaireil in many hypo¬ 
physial dystrophies. Cushing has recorder! nmong his cases with 
hypopituitarism one with a tolerance of 450 grams of levulose. 

The tolerance for this sugar is about the same as that for dextrose. 
The case reported was tested for tolerance to dextiose. Doses 

of 100,150, 200, 300, 350,400, 500, and 700 grams of dextrose were 
tried. The patient took the sugar without any appreciable dis¬ 
comfort, only vomiting once—with the 350 grnm dose. The 700 
gram dose was taken in the writer’s presence. This gave a slight 
reduction only. This high tolerance is higher than any which the 
writer has noted in the literature and is in all probability the 
highest yet recorded. 

The blood picture was also quite exceptional. Falta in his re¬ 
ported cases found the hemoglobin reduced as a rule, and no marked 
increase of the red blood cells. Our case showed hemoglobin of 110 
per cent., red blood cells of 0,720,000. This finding lends increased 
interest to the ease, since it is a mild, atypical instance of poly¬ 
cythemia. 

The narcolepsy deserves a word of mention. Gclineau* described 
this condition in 1SS0. Among his cases were some of general 
obesity. 

The hypersomnia is quite characteristic of hypopituitarism. 
Bailey and JellifTe3 in their article upon tumors of the pineal body, 

• Die Fcttsucht, Vienna, 1910. 7 Die Vagotonic, Berlin, 1910, English translation hy \V. M. Kraus and S. E. 

JellifTe, Jour. Nerv. nnd Meat. Dis., March, 1914, ct seq. 

• Gaz. dcs H6p., 1SS0. 
• Tumors of the Pineal Body, Arch. Tut. Med., 1911, viii, S51-S80. 
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state that “abnormal drowsiness or sleepiness lias been character¬ 
istic in many, even in the early stages. It is probably a symptom 
of increased intracranial pressure, and furnishes, we believe, another 
proof that local prsssurc, acting on the thalami, may be a cause of 
drowsiness, as well as increased pressure in the lateral ventricles 
acting on the cortex.” Whether pressure accounts for the symptoms, 
in our case cannot be stated. 

Cushing emphasizes hypopituitarism as a cause of hypersomnia, 
but adds that “in certain instances, however, there has been a 
sufficient increase of cerebral tension, due to the intracranial 
invasion of the growth to possibly account for the drowsiness; 
for the somnolence of tumor and of hypopituitarism are not unlike, 
and may indeed be attributable to the same cause. It is conceivable 
of course, that in both conditions the somnolence may after all be due 
to a secondary hypophysial inactivity.” 

The presence of an abundance of hair combined with marked 
sweating stamps this case of cerebral adiposity as different from the 
classical type. And it is interesting that the skin differs in iico 
of its most familiar functions. 

Patients affected as above described deserve more attention, 
not only when they complain of distressing symptoms, but also 
when they are found in routine examinations. Fat, hairy men 
arc not unusual, and although they may express no complaints, 
they are none the less abnormal. It is by studying not only the 
subjectively unwell but also the subjectively well that we have 
hope to complete our knowledge of both. 


